In 1979 the obstetric management of pregnancies in diabetic women in Cardiff was changed from elective delivery at 37-38 weeks to delivery at term. This change was facilitated by home monitoring of blood glucose concentrations and improved techniques for assessing fetal wellbeing. There were 35 pregnancies in insulin dependent diabetics in 1972-8 and 45 in 1979-82. The quality of diabetic control during pregnancy was equally good in both periods. The average gestation at final admission to hospital increased from 30 to 37 weeks. Amniocentesis to assess fetal pulmonary maturity was necessary in 26 patients (74%) in the first period of study and in only four (9%) in the second. Gestational age at delivery increased from 37-4 to 39-4 weeks after the change in policy. The proportion of mothers entering spontaneous term labour and delivering vaginally increased from 14 3% to 37-8%. The mean birth weight of live born, singleton infants increased from 3090 g to 3650 g, the feeding pattern improved, and respiratory problems were less common.
Introduction
Scrupulous control of maternal plasma glucose concentrations has been associated with a considerable reduction in perinatal mortality in diabetic women. ' The timing of delivery is also a critical determinant of fetal outcome. Usual obstetric practice has been to deliver at about 37 weeks to reduce the risk of spontaneous intrauterine death,' but this increases the likelihood of problems due to prematurity.3 The increasing use of home monitoring of glucose concentrations and the ability to monitor fetal wellbeing with fetal movement counts and cardiotocography led our unit to change its policy in 1979. Instead of undergoing induction of labour at 37-38 weeks diabetic mothers were allowed to enter spontaneous labour at term. We examined retrospectively the effects of this change in policy on medical and obstetric management and on perinatal outcome. similar in the two periods. A significantly greater proportion of infants in the first period were tube fed or required intravenous fluids (p<0001). The incidence of congenital abnormalities in the two groups was similar. In the first period there was one neonatal death due to pulmonary atresia. In the second period there were two stillbirths, one due to a neural tube defect, the other occurring unexpectedly at 39 weeks. This second stillbirth was in a 27 year old primigravida who had developed insulin dependent diabetes at 15 years of age. (White's class C.) At her first antenatal visit a goitre was noted and she was found to be hypothyroid. She was treated with 
Discussion
Effective management of pregnancy in diabetic mothers has been aided by self monitoring of blood glucose concentrations at home. On occasions this technique may be liable to error, and we therefore supervised its use with weekly checks of capillary blood concentrations. This resulted in satisfactory plasma glucose concentrations, and consequently the need for admission to hospital for diabetic control was reduced. These findings confirm the experience of others.5 6 Increasing confidence in the value of fetal movement charts,7 antenatal cardiotocography,8 and real time ultrasound scanning reduced the need to admit diabetic mothers to hospital for fetal assessment. It seems justifiable to allow those mothers in whom these tests yield satisfactory results to go to term.
Our changed policy had several effects on obstetric management. The need for amniocentesis to assess fetal pulmonary maturity was considerably reduced. This is an advantage because the procedure carries a risk in late pregnancy9 and bloody taps and failed amniocenteses are still problems despite improvements in ultrasonic techniques.10 11
There was an almost threefold increase in the proportion of mothers starting labour spontaneously and delivering vaginally after the new policy was introduced. Although the babies in the second period of study were 500 g heavier than those in the first, there was no increase in the proportion requiring delivery by forceps. Shoulder dystocia did not occur during either period, which may reflect our ready recourse to caesarean section if there was poor progress in the first stage of labour. Others have reported similar trends. 12 There was one stillbirth at 39 weeks in the second period of study. The mother's hypothyroidism may have been a contributory factor, as a study of pregnant women with hypothyroidism showed a twofold increase in stillbirths compared with controls."
Late delivery avoids the complications associated with borderline prematurity,3 reducing the need for admission to the special care baby unit and the resultant problems of separation.'4 Although measurement of amniotic fluid surfactant has helped in timing delivery in diabetic women,"' the respiratory distress syndrome may still develop in 3% of infants when the ratio of lecithin to sphingomyelin is above two.'6 Delivery at term avoids this problem.
In conclusion, conservative management of pregnancy in diabetic women has several advantages. Perinatal mortality is not appreciably increased, and morbidity is reduced owing to the greater maturity of the babies. The mothers much prefer this form of management, which has obvious social and domestic advantages, especially for those who already have young children. Finally, there are financial savings in avoiding antenatal admission to hospital for periods of up to 10 weeks.
